2004). At one extreme are those nations that have adopted policies of firm repression and 'zero tolerance'. At the other extreme are societies that have adopted relatively tolerant policies, permitting some personal use of soft drugs while punishing the manufacture and trafficking of hard drugs. The focus of this article is the changes in policies and practices that have taken place in Saudi Arabia in recent decades. The policies and practices of The Netherlands and Australia provide useful points of contrast for this project; The Netherlands because its policy makers and medical researchers have energetically explored new approaches to dealing with this issue; Australia because it has adopted a 'middle' approach, being neither as tolerant as The Netherlands nor as punitive as Saudi Arabia.
Saudi Arabia's approach to treating people addicted to hard drugs has seen many significant changes in recent times. The main over-arching policy change was the move from zero tolerance to harm minimisation (Karoub, 2010) . Saudi Arabia had long maintained a strict policy of zero tolerance for drug use and trafficking, but since the early 1990's the Government has gradually adopted the humane approach of harm minimization for both drug users and addictsthough not for traffickers. The Saudi Committee for Combating Drugs has also developed programs to help drug users by means of treatment, rehabilitation, and monitoring (Stoicescu, 2012) . Saudi Arabia has a number of citizens and guest workers who use hard drugs, the problem being exacerbated by the country's proximity to drug-producing regions such as Turkey and Yemen.
Drugs have featured in the Middle East since early recorded history. Some substances such as tobacco and qat (or gat, khat) were socially accepted and tolerated; indeed qat (a mild stimulant derived from a plant native to the Arabian Peninsula) and hashish have been used for millennia. It was in the early/mid-twentieth century that the government started to formally address the issue. At that time drug use was regarded as a sign of character weakness, a lack of piety, and an expression of criminal behaviour, and so it was deemed illegal, the courts being considered the places best suited to handle the problem (Al-Ankary, 1993, p. 25) . In the early 1970's, cabinet issued new lists of proscribed substances and the penalties for the manufacture and sale of drugs of all types. At that time there was no national policy or formal program for the treatment of addiction; indeed, most clinical treatment regimens were piecemeal and merely copied some of the approaches being applied in other developed countries. According to a Ministry of Health report (1997) , at that time Saudi Arabia still lacked sufficient staff trained in addiction-treatment (P. 15). Al-Ankary (1993) stated that in the late 1970's, and particularly the 1980's, some important policy changes were made, the main change being that drug use became accepted as a socio-medical problem rather than a legal matter (P. 25). As evidence of this the Saudi Ministry of the Interior announced that all drug users and addicts who expressed the desire to become drug-free would be provided with medical assistance and would not face criminal charges (Abdel-Mawgoud, Fateem, & Al-Sharif, 1995, pp. 369-376) .
Viewing addiction to hard drugs as a socio-medical issue was not merely a minor adjustment; rather it was a highly significant and far-reaching development. It represented a change in thinking, the adoption of a new philosophy, the recognition that the former approach was no longer appropriate and that another approach might yield better outcomes, and it led to the implementation of radical changes in clinical practices. (Abdel-Mawgoud, et al. 1995, pp. 369-376 ) argue that such a major shift between 1986 and 1995 resulted in a revolution in rehabilitation programs. They explained that the philosophical foundation for treatment was adapted from the CENAPS bio-psycho-social model developed in the US by the Centre for Applied Science; this model requires patients to agree to a 30-day treatment contract (Marlatt & Donovan, 2005) . In making such changes Saudi Arabia was not acting in isolation: the country is a signatory to most international conventions relevant to welfare, drug control, and allied matters, and these various obligations entail the government meeting international standards set by the UN, WHO, and other international agencies.
Until 1986 drug treatments in Saudi Arabia were administered in general hospitals or psychiatric facilities, but in that year the first of four specialist drug-treatment clinics (named Al Amal hospitals) was opened. It is not evident from public documents why the government took so long to provide such clinics; however, it appears that by the mid-1980's the nation had acquired adequate financial resources to devote to a range of specialist, high-intensity, healthcare centres. It is possible, too, that policy makers were uncertain about the forms of treatment that should be provided. Evidence of this is apparent in the work of Abdel-Mawgoud, et al. (1995) who described marked fluctuations in the rehabilitation programs that were used between 1986 and 1995 ( Pp. 369-376) . However, since 1995 the clinics have provided consistent forms of comprehensive treatment based on clear philosophies and structured programs. To the best knowledge of the researchers Saudi Arabia is yet to critically review the outcomes of its policy changes and new treatment methods offered in the Al Amal hospitals. It is timely that Saudi Arabia's new hard drug policies are reviewed and compared with other countries, which will help policy makers in Saudi Arabia to understand their own policy position and the ways in which Saudi policies could be improved. Keeping this in view the present research aims to review Saudi Arabia's hard drug policies in the light of those of The Netherlands and Australia.
Methodology
The data regarding drug-treatment policies and practices in both Australia and The Netherlands were obtained from secondary sources including government reports, hospital and medical records, official policy documents, and various drug-policy websites. Data pertaining to Saudi Arabia were collected through individual face-to-face interviews and through a focus group discussion attended by various practitioners from three hospitals namely Al Amal hospitals (the main drug-treatment centres) in Saudi Arabia. The hospitals are located in the cities of Jeddah, Riyadh and Dammam. In order to conduct the interviews and the focus group, the main researcher spent about one month in each of the three drug treatment centres. Purposive sampling was used to identify possible participants, with recommendations for likely contributors being provided by the respective directors of those hospitals. Invitations were sent by letters and emails to prospective participants in each hospital. Forty-three participants attended face-toface interviews, including 18 psychiatrists and 25 people who held positions within therapeutic teams; they included psychologists, social workers, and other allied clinical professions.
The research questions used in the interviews required detailed understanding of the subject and so it was important to obtain the views of those with current knowledge of drug policies and practices. A focus group was convened at the Al Amal hospital in Jeddah, the participants consisting of two social workers, one recovery consultant, one mental-health consultant, one consultant psychologist, one consultant occupational therapy, and one religious consultant. The researcher used both structured and semi-structured questions, the discussion focusing on four main areas: epidemiology of drug use; hard-drug addiction treatment policies; hard-drug addiction treatment practices; and hard-drug addiction rehabilitation practices. The discussion was recorded for later analysis.
Thematic analysis (Greg, Kathleen & Emily 2012 ) was used to analyse the qualitative data and to identify themes. Axial coding (Strauss, 1987) was used to organize the themes into categories and the final form of each theme was constructed after completion of the coding. The researcher used all of the strategies recommended by Merriam (2009) to ensure the reliability, ethical standards, and trustworthiness of the project (P. 23).
These data from Saudi Arabia were supplemented by information from a wide range of secondary sources of drug-addiction literature including research reports, policy statements, and drug treatment documentation. An impediment to this investigation stemmed from the lack of detailed data regarding treatment outcomes. Since privacy and confidentiality are of great importance in Saudi Arabia, all of the official documents are general in nature and do not provide specific, quantitative details about treatment regimens or their results. They provide general descriptions of the roles and responsibilities of the agencies, but the policies are rather nonspecific.
Results
It is repeated here that the purpose of this study was not to rank countries in terms of the standards or efficacy of their treatments (indeed, it is not possible anywhere to be definitive about which treatments are the most effective in achieving full abstinence or reduced drug use). Rather it was intended to show the range of treatment options and the changes that have taken place in recent decades in the three countries in this study. Table 1 provides an overview of the current policies and practices in Saudi Arabia, The Netherlands, and Australia. The table outlines the history of drug policies and practices, the influences of culture, community attitudes, geographical location, substance availability, treatments, and law enforcement. 
Discussion

Current Policies and Practices
It can be seen from the table above that while there are some fundamental similarities, the governments and healthcare authorities in the three countries have adopted some noticeably different approaches.
History of Drug Treatments and Government Responses to Hard-Drug Use
Drug problems have a long history in each of the three countries, and each country has developed its own responses. But it was in the 1960's and 1970's that the use of hard drugs emerged as a major global issue. Al Mutairi (1996) stated that in KSA, the first closely-documented case of the use of hard drugs and the clinical treatment of the addict was reported in the professional literature in 1965 (P. 43). However, the Saudi Government took a further 20 years to realise the need to provide medical treatment for addicts. In 1986, KSA opened its first drug treatment centre, Al Amal Hospital, in Dammam, a city on the east coast. (Royal Order No. 2108 of 06/11/1982 . The long delay in establishing dedicated facilities for addiction treatment may have been due to the fact that Saudi society was quite under-developed and isolated before the development of the oil fields. Also, at that time the drug problem was deemed very small, and there were many other pressing priorities (Al Mutairi, 1996, p. 44) . Moreover, drug use was popularly viewed as a personal failing and not as a medical or health issue, and substitute programs and needle exchanges were considered to be culturally inappropriate for Saudi society.
In The Netherlands, community concern about the rapidly rising use of drugs of all types led to the formulation in 1976 of a clear policy statement. The policy included implementation of a range of steps to treat drug abuse (Schatz, Schiffer & Kools 2011) ; the first needle-exchange program was launched in Amsterdam in 1984 (Marlatt, 2008) , and this has expanded so that today the country has . It took some time (and many public enquiries and governmental reviews) before a coherent policy was formulated. Initially it was assumed that drug-use could be suppressed by the adoption of zero tolerance and by stern measures, but by the late 1970's it was clear that these were ineffective (Pennington, 1999) . Consequently, there was a change in the 1980's, and harm reduction became the new paradigm. This has remained the central element of the nation's drug program (Lowinson, Ruiz, Pedro, Millman, & Langrod 2005; National Drug Strategy 2010) .
It is noted in various Australian policy documents that the main goal of harm reduction is to reduce drug-related harm rather than the use of drugs per se (though of course that is the ideal solution). Acknowledging that drug use could not be eliminated, Australia opened its first needle and syringe exchange program (Needle & Syringe Program -NSP) in Darlinghurst, Sydney in 1986. By 1988 the NSP system had been implemented across Australia, and in 2002 there were more than 3,000 NSP outlets in a range of settings including hospitals, pharmacies, community health centres, and drug treatment agencies (Return on Investment in Needle and Syringe Programs in Australia, 2002, p. 9).
Religious, Cultural, and Community Attitudes
In KSA, social policies are shaped by the Islamic religion. This is also reflected in the nation's drug policies and approaches to treatment. While the country has moved towards accepting drug addiction as a medical and healthcare issue rather than a criminal matter, there is still a strong stigma associated with addiction to any substances. The issue has long been avoided and hidden by addicts and their families who have preferred not to address it in any meaningful way (Gallahue, 2012; Karoub, 2010) . The insistence that all issues be assessed according to religious precepts also means that religion has been used to inhibit the use of such measures as pharmacotherapies, in particular the use of substitute drugs (Al Brithen, 2006, p. 13) . While substitutes such as methadone and buprenorphine have been used from time to time, the Saudi system has instead placed greater reliance on methods such as psychiatric therapies, therapeutic communities, behaviour-modification techniques, and religious studies (Marlatt & Donovan, 2005; Stoicescu, 2012) .
The Netherlands has for centuries adopted the liberal-democratic philosophy that accords considerable freedom of choice to the individual, and this has been reflected in the attitude to drug-use, where there has been tolerance of individualistic behaviour. The Netherlands has been at the forefront of many developments concerning drug use and drug treatments, and it was an early proponent of the concept of harm minimization. This has remained a cornerstone of Dutch drug policies, and the ultimate goal of the Dutch system is to assist addicted individuals to re-establish themselves as normally-functioning individuals ( European Monitoring Centre for Drugs & Drug Addiction 2011; Haasen, Verthein, & Degkwitz, 2007; van Laar, 2012) .
As a result of these policy shifts, the Dutch system has aimed to 'normalize' drug use (Marlatt, 2008) . This is a pragmatic position between legalization and a 'war' on drugs, a position in which drug treatment policies aim to meet addicts' health and welfare needs (Wolf, Linssen, & Graaf, 2003) . Normalization also seeks to reduce all forms of harm that may result from strict control over drug use. Moreover, it can be considered the opposite of law enforcement and punishment because its objective is to eliminate stigmatization of addicts, and to separate them from drug markets (Wolf, et al., 2003) . As noted above, the marketing of hard drugs is a criminal offence in The Netherlands, however addicts are treated with great compassion, and considerable resources are devoted to assisting them (Marlatt, 2008) .
In general, Australia's harm reduction strategies assume that many people will continue to use drugs, and therefore the concern is to reduce or minimize any associated harms to both users and others in society (Lenton, Dietze, Degenhardt, Darke, & Butler 2009) . Treatment measures being applied in Australia include pharmacotherapies and psycho-social methods.
Geographical Factors and the Availability of Drugs
The geographical location of a country can influence the availability of hard drugs. In this respect, KSA is particularly vulnerable. It is situated near several sources of hard drugs, in particular Afghanistan, Yemen, Pakistan, Syria, and Turkey (United Nations Office on Drugs & Crime, 2008, p. 59) . Moreover, it has porous land borders and a steady influx of migrant workers from poor opium-producing regions.
The Netherlands has a long history as a country of transit, and this exposure to world trade (Rotterdam being the largest seaport in the world) continues to facilitate drug importation (Dolin, 2001) .
Australia has the advantage of having no overland borders, but it too has been unable to intercept all drugs being smuggled by air, sea, and post in increasingly sophisticated ways.
Current Drug Policies
A comparison of public policies being applied in the three countries has indicated two broad policy approaches: zero tolerance of trafficking and distribution of drugs; and harm minimization for people who are addicted to hard drugs. While KSA has maintained a strict policy of zero tolerance for drug importation and trafficking, since the 1990's the Saudi government has adopted a more humane policy of harm minimization for drug users and addicts, and suitable treatment strategies and programs have been developed in the Al Amal hospitals (Stoicescu, 2012) . Many treatment and rehabilitation programs implemented in KSA have been influenced by the experiences of Western countries in dealing with alcohol dependence (Karoub, 2010) .
Australia and The Netherlands have both adopted harm minimization principles through intervention methods such as methadone/buprenorphine programs, needle exchanges, and the establishment of sterile injecting centres. KSA and Australia have implemented broadly similar treatment models that comprise a blend of bio-psycho-social features, and both have a focus on educational programs (National drug strategic framework, 2012, Karoub, 2010) . The Netherlands has a unique and more multi-optional program wherein users can choose from a variety of treatment solutions.
Normalization, as discussed earlier, is the objective in The Netherlands (Wolf, et al., 2003) .
Law Enforcement
The production and distribution of hard drugs (and the ingredients for the production of hard drugs) is illegal in all three countries. Like all developed nations each devotes considerable resources to drug interdiction, and the manufacture and distribution of addictive drugs is invariably punishable by long terms of imprisonment (European Monitoring Centre for Drugs & Drug Addiction 2011; Lowinson, et al., 2005) . Perhaps the main difference between the three is that KSA still applies capital punishment for the most severe cases (Abdel-Mawgoud, et al., 1995 & Karoub, 2010 whereas in The Netherlands and Australia the trafficking of large quantities of drugs results in lengthy terms of imprisonment of 12 years or more.
Treatment Approaches
In regard to treatments for addiction, Australia and The Netherlands rely quite strongly on less-addictive substitute pharmaceuticals such as methadone and buprenorphine programs (Van Laar, 2012 , & National Opioid Pharmacotherapy Statistics Annual Data, 2012 . As noted, methadone has been used in the Saudi healthcare system but is usually regarded as offering limited advantages and is reported to result in low rates of abstinence (Henning, 2010 & Karoub, 2010 .
Many treatment and rehabilitation programs implemented in KSA are influenced by the experiences of Western countries in dealing with alcohol dependence -the work of Alcoholics Anonymous often being cited. However, treatments in KSA today rely more on psycho-social techniques, with a high reliance on the influence of religion and behaviour-based therapies (Karoub, 2010) . Although both The Netherlands and Australia have adopted harm minimization principles and practices there have been some differences between their approaches. In contrast, treatment measures applied in Australia are not a matter of personal selection and (depending on the drug of addiction) entail both pharmacotherapies and psycho-social methods (National Drug Strategic Framework, 2012) .
Conclusion
In summary, drug use and drug addiction are global problems, but different countries have addressed the issue in different ways. In general, drug treatment policies have been determined historically by two approaches; harm minimization and zero tolerance. The interpretation and application of those approaches in dealing with drug abusers differ from country to country, however, policy makers and practitioners learn from each other and seek to adopt measures that meet their particular needs. For example, normalization has proved effective in both the Netherlands and Australia, and it may be effective in KSA where the social stigma of using drugs is still the main obstacle to family involvement in therapy -yet family support is an important feature of most treatment programs.
This discussion demonstrates that policies and practices for treating addictions in KSA, The Netherlands, and Australia have steadily evolved through processes of research and review. The economic, social, and personal costs of drug use have been very high. The end result is that all three countries now implement harm minimization policies, which aim to:
…minimize the adverse health, social and economic consequences of drug use, without necessarily ending such use for people who cannot be expected to stop their drug use immediately. The primary goal of this approach is a net reduction in drug-related harm rather than becoming drugfree overnight (Gardner, 2006) . Harm minimization policies are also an expression of compassion and concern for the addict, and a recognition that individuals turn to drugs as a way of dealing with fears, anxieties, personal problems, or as an escape from social pressures.
While the communities in all three nations accept drug abuse as inherently undesirable, policy makers and professionals can draw on medical advice, cultural influences, religious guidelines, and psychiatric leadership to improve drug treatment policies and practices while respecting the local culture. Globally, billions of dollars have been spent in the fight against drugs. However, it seems that the willingness of individuals to use drugs has not diminished and so the demand continues unabated. History shows that hard drugs are an inherent and lethal part of all societies. KSA has dealt with drug use for centuries, and Saudi history is now inclining towards Western notions of accepting it as inevitable and unstoppable. The governments must look to minimize both the social and economic damage by establishing clear guidelines and by providing resources with which to deal with the problem.
Based on the comparison of drug treatment policies and practices in The Netherlands, Australia, and KSA, it is not possible to state definitively whether the treatment regimens applied therein are better (or worse) than any others. Each has its merits and its disadvantages, but new approaches will certainly evolve in the future.
Implications for Practice
This review has not sought to identify a 'best' form of treatment. Rather it has examined the Saudi approach in the light of the systems being applied in The Netherlands and Australia. Both these latter have not made any major alterations to their respective treatment regimes in recent years, but they constantly seek, by research, to refine and improve their methods. Saudi Arabia is very cautious in it approaches, having a culture which is conservative and slow to change. Perhaps the main implication of this review is that practitioners in Saudi hospitals need to be constantly aware of developments in other countries, and willing to explore other options. For example, while substitute drugs (such as methadone) may not be an ideal solution, nevertheless they have been shown, in countries such as Australia and The Netherlands, to be effective in certain circumstances. Saudi practitioners need to be open to new and different methods, and this may mean advocating for change even if there is initial resistance to any new approaches.
